INTRODUCTION
Tuberculosis (TB) is one of the oldest diseases as old as human civilization. 1 It is a chronic infectious disease and the morbidity associated with this condition has major health implications. In 1744, the first reported case of female genital tuberculosis was described by Morgagnian anatomist. By polymerase chain reaction (PCR) analysis mycobacterial DNA has been detected in the genital areas of Andean Mummies date from A.D. 140-1200. 2 The manifestations of tuberculosis in gynaecology were published as a monograph by Hagar in 1886. 3 Studies have shown that genital infection is seen in 12-24% of cases with pulmonary tuberculosis. 4 The genital tract tuberculosis is one of the most common causes of tubal factor infertility. Female genital tuberculosis (FGTB) is an important cause of significant morbidity, short-and long-term sequelae especially infertility whose incidence varies from 3 to 16% cases in India. Mycobacterium tuberculosis is the etiological agent for tuberculosis. The fallopian tubes are involved in 90-100% cases, endometrium is involved in 50-80% cases, ovaries are involved in 20-30% cases, and cervix is involved in 5-15% cases of genital TB.
Tuberculosis of vagina and vulva is rare (1-2%). The diagnosis is made by detection of acid-fast bacilli on microscopy or culture on endometrial biopsy or on histopathological detection of epithelioid granuloma on biopsy. Polymerase chain reaction may be false positive and alone is not sufficient to make the diagnosis. Laparoscopy and hysteroscopy can diagnose genital tuberculosis by various findings.
The incidence of FGTB is 1-19% in various parts of India. In infertility patients, incidence of FGTB varies from 3 to 16% in India with higher incidence being from apex institutes like All India Institute of Medical Sciences (AIIMS), New Delhi, where prevalence of FGTB in women of infertility was 26% and incidence of infertility in FGTB to be 42.5%, which may be due to referral of difficult and intractable cases to this apex hospital from all over India, especially from states like Bihar where prevalence of TB is very high.
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METHODS
This prospective study was conducted at the department of obstetrics and Gynaecology, J. L. N. (Jawahar Lal Nehru) Medical College, Ajmer, Rajasthan from October 2017 to September 2018, in 200 selected women attending gynaecology OPD at RMC (Rajkiya Mahila Chikitsalaya) AJMER for studying incidence of genital tuberculosis by various diagnostic methods and to compare results of these non invasive methods viz. AFB smear examination, conventional AFB Lowenstein Jensen culture method, TB-PCR and CBNAAT (Cartridge based nucleic acid amplification test) for diagnosing female genital tuberculosis.
The study was presented to Institutional Ethical Committee (IEC) for ethical clearance, after getting clearance form IEC the study was started. The data were collected from the women using a semi structured questionnaire. The socio-demographic factors will be taken by direct interview. After enrollment, detailed history was obtained regarding demographic details, gynecological symptoms, and past history of TB. Details of previous investigations and treatment were noted to rule out other causes of infertility. Explanation of procedure to all women participating in study was done. Consent from every women participating in this study was taken. After physical and gynecological examination all subjects underwent the following investigations: • Diagnostic laparoscopy: Laparoscopy criteria were grouped as either suggestive (type 1 or abnormal) or non-suggestive (type 2 normal) of GTB.
Inclusion criteria
The 200 selected suspected cases were of viz
• Menstrual irregularitiesoligomenorrhoea, hypomenorrhoea, amenorrhoea, menorrhagia, dysmenorrhoea, metrorrhagia. After ruling out of other causes by routine investigations, usg and various serum hormonal assays viz. S.TSH/ S.prolactin/ FSH/ LH/ DHEA • Infertility -unexplained infertility. Women in whom infertility was due male factors, ovulation disorders, endometriosis, sexual dysfunction were excluded from study • Chronic pelvic pain • Chronic pelvic inflammatory disease resistant to standard antibiotic treatment according to CDC 2015 guideline for PID.
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Exclusion criteria
• Women who were positive for mycobacterium tuberculosis by AFB smear, AFB culture, CBNAAT and TBPCR were treated with standard anti tuberculosis treatment (ATT) in category 1 under RNTCP and were followed up.
Statistical analysis
The data was coded and entered into Microsoft Excel spreadsheet. Analysis was done using SPSS version 20 (IBM SPSS Statistics Inc., Chicago, Illinois, USA) Windows software program. Descriptive statistics included computation of percentages, means and standard deviations. Chi-square test used for qualitative data whenever two or more than two groups were used to compare. Level of significance was set at P≤0.05.
RESULTS
In present study the mean age in this study was 27.91±5.88 years and maximum 144 (72%) women in between 20-30 years age group, while 52 (26%) were in age group 30-40 years (Table 1) . 74 (37%) were having normal menstrual cycle, Oligomenorrhoea was found to be statistically significant symptom in women with genital tuberculosis with P value of <0.05.
68 (34%) women complained of white discharge per vagina resistant to treatment given according to CDC guidelines for >6 months and 132 (66%) women were not having discharge per-vaginal. 78.5% (157) women presented with complaint of infertility. 141 (89.8%) women out of 157 were of primary infertility and 16 (10.2%) were of secondary infertility. In TST test 77 (37.5%) women were found reactive and 123 (62.5%) were found non reactive. 162 (81%) women were having normal ESR and 38 (19%) were having increased ESR. Out of 38, 9 women were found positive for FGTTB by CBNAAT and 3 were found by TBPCR and 4 were found positive by AFB culture. Sensitivity of CBNAAT test was found to be 75% , specificity 96.42%, positivity rate of 5%, positive predictive value of 30% and negative predictive value of 99.42% and results were highly significant with P value of <0.001. Sensitivity of TBPCR test was found to be 50%, specificity of 100%, positivity rate of 2.78%, with a P value of <0.001. As PCR is a costly investigation, only 144 women underwent TBPCR. In present study prevalence of FGTB
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International Journal of Reproduction, Contraception, Obstetrics and Gynecology Volume 8 · Issue 6 Page 2289 was found to be 5.5% when all mentioned tests were included. Table 4 . [11] [12] [13] [14] [15] [16] In this study the mean age was 27.91±5.88 years and maximum 144 (72%) women in between 20-30 years age group however in Thanagappah et al16 2018 reported in their study mean age of presentation was 27.35 years and Arpitha VJ et al, reported mean age of patients were 28.89±4.23 years. 14 Oligomenorrhoea was found to be statistically significant symptom however, Radha BP Thangappah et al in reported menstrual disturbances such as secondary amenorrhoea, oligomenorrhoea, and menorrhagia were seen in 27.7% women and Arpitha VJ et al in reported that majority of women had a normal menstrual cycle 76.8% and hypomenorrhoea was the most common menstrual abnormality in 8.7% women followed by oligomenorrhoeaI (5.8%). 14, 16 68 (34%) women complained of white discharge per vagina resistant to treatment however, Thangappah et al reported that vaginal discharge not responding to treatment for more than two years was seen in 5 (3%) cases out of 161 and Jindal UN et al reported that 6 (3%) patients out of 197 patients presented with white vaginal discharge. 
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